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F9999 FINAL OBSERVATIONS F9999

 An annual recertification survey was conducted 

on 2/19/13 through 2/22/13. The VanAyer Manor 

Healthcare and Rehab nursing home is in 

substantial compliance with 42 CFR Part 483, 

Subpart B- Requirements for Long Term Care.
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following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
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